This focal narrowing constitutes an aortopathy that may present in a wide range of anomalies of the aortic arch and the abdominal aorta, from mild stenosis to even long hypoplastic segments. The most common location of AoC is near the insertion of the ductus arteriosus remnant in the proximal portion of the descending aorta, distal to the origin of the left subclavian artery [2] . AoC is classified into 2 different types based on its anatomical location: preductal or infantile and postductal, which is the most common form of presentation in adults [3] . Hence, the objective was to report such a case in order to emphasize the importance of excluding the presence of AoC in patients with a bicuspid aortic valve, even in old age.
Introduction
Aortic coarctation (AoC) is the fifth most common congenital cardiac anomaly, presenting in 3 of 10,000 live births [1] , and it is defined as a narrowing of the aortic lumen that causes a significant intrastenotic gradient.
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Hg). The ascending aorta had a normal width. Transesophageal echocardiography confirmed the presence of a bicuspid aortic valve with severe stenosis ( Fig. 1 ) . Coronary angiography, requested per protocol prior to cardiac surgery, was performed initially via the left transradial approach, but it was not possible to advance the guide wire through the aortic arch and into the ascending aorta; aortography at this level revealed the presence of severe narrowing of the aorta just before the origin of the left subclavian artery ( Fig. 2 a) . The presence of AoC was confirmed via the right transradial approach ( Fig. 2 b) with a significant intrastenotic gradient (25 mm Hg). In addition, bilateral rib notching or Roesler's sign was observed (arrowheads in Fig. 2 ). Thoracic computed tomography confirmed the aortographic findings ( Fig. 3 ) . The case was discussed within the hospital heart team. Due to the presence of a bicuspid aortic valve and the patient's age, we initially rejected percutaneous transcatheter aortic valve implantation as the treatment of choice for this patient. Concerning AoC correction, due to its location and anatomical characteristics, it was decided to perform the surgical intervention in 2 different procedures. First, mechanical aortic valve replacement was performed successfully, and second, AoC surgical correction via the left thoracotomy approach was implemented during the immediate follow-up. The 6-month follow-up was uneventful and the patient experienced important clinical improvement during outpatient visits.
Discussion
This case report shows the uncommon finding of asymptomatic AoC in an adult female with a diagnosis of aortic bicuspid valve with severe stenosis and therefore highlights the importance of screening for this anomaly in such patients.
AoC is a relatively frequent congenital anomaly, accounting for 5-7% of all congenital cardiovascular diseases. The presence of a bicuspid aortic valve is the cardiac anomaly most frequently associated with AoC, occurring in more than 50% of cases, whereas its prevalence in the general population is only 1-2%. It is also noteworthy that both coarctation and bicuspid aortic valves occur more frequently in males, with a prevalence of approximately 4: 1. The clinical presentation is variable, from asymptomatic adulthood cases to progressive heart failure and death at an early childhood age, depending on the location and extent of the aortic stenosis and its association with other cardiac anomalies. Generally, AoC is diagnosed in childhood and it is very rarely diagnosed beyond the fourth decade of life because the survival of patients with a noncorrected severe AoC is impaired, with mortality rates as high as 75% in that decade of life and 90% at the end of the fifth decade of life [4] . It is worth mentioning that our 56-year-old patient was asymptomatic until this index admission for heart failure, probably due to dilated intercostal collateral vessels which constitute a way to bypass the coarctation and supply the descending aorta. The dilated and tortuous vessels erode the inferior margins of the ribs, resulting in the notching (Roesler's sign) seen only in long-standing cases.
AoC is thought to occur at the time of ductal closure due to contraction and fibrosis of anomalous circumferential fibroductal tissue that pulls the posterior aortic shelf towards the contralateral wall. However, its etiology is still unclear, and it has been postulated that, rather than a focal vascular stenosis, this anomaly might be part of a generalized vasculopathy. This hypothesis could be justified by its frequent association with other vascular anomalies, such as aortic aneurysms or intracranial malformations, and other congenital cardiovascular diseases, such as bicuspid aortic valves [5] , ventricular septal defects, patent ductus arteriosus, transposition of the great arteries, persistent truncus arteriosus [6] , atrioventricular canal defects, or left-sided obstructive heart defects, including hypoplastic left heart syndrome.
In our patient the AoC is probably preductal, since the ductal location is normally distal to the left subclavian artery, although imaging techniques were unable to identify the ductal remnant. The postductal AoC constitutes the most common type of AoC diagnosed during adulthood; nevertheless, this case exemplifies an extremely rare location in an adult. This is because in a high percentage of cases it is associated with other congenital anomalies, leading to a worse prognosis at a young age. In those uncommon cases of patients who enter adulthood undiagnosed, hypertension is the most common presenting symptom [7] ; others may complain of frequent headaches or claudication of the lower extremities with exertion [8] .
Preductal AoC in adulthood is a very rare finding; however, the diagnosis of bicuspid aortic valve requires its exclusion, even at an advanced age. Bicuspid aortic valve and AoC are two cardiovascular anomalies that appear in cahoots with a similar pathophysiology and are part of a diffuse arteriopathy.
Conclusion
This case report showed an uncommon finding of an infantile AoC in an adult patient with a bicuspid aortic valve and severe stenosis, highlighting the importance of screening for this anomaly in such patients.
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